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Childhood Psychosis or Mental Retardation: A Diagnostic Dilemma
I. Psychiatric and Psychological Aspects

BENJAMIN GOLDBERG, B.Sc., M.D., C.M.* and
H. H. SOPER, B.A., M.A.,t London, Ont.

SUPERSTITION and the mass media continue
to associate retarded individuals with bizarre

and eccentric behaviour. Yet there are only a few
references in the scientific literature concerning the
occurrence of psychosis in persons with mental re-
tardation.1'2 Bleuler regarded such occurrences as
so unique that he coined the term "Pfropfschizo-
phrenia" for the condition.

Childhood psychosis itself, with or without
retardation, holds great fascination and frustration
for the psychiatrist because of the multiplicity of
theories and classifications; the serious prognosis
for social integration of these children; and lack of
definitive treatment.
A relatively high percentage of retarded children

demonstrated psychotic symptoms in a previous
study by one of the authors.3 It was therefore felt
that it would be of value to examine this group of
children more closely in order to clarify the diag-
nosis of psychosis in children, to assist in earlier
recognition, to establish some relation between
mental retardation and childhood psychosis, and,
hopefully, to stimulate more concern about this
condition in all those interested in child health.

CLASSifICATION

Bradley4 described four chronological periods
in the history of the development of scientific con-
cepts of childhood psychosis. Some of the important
milestones in this respect are listed in Table I.

TABLE I.

by Kraepelin and Bleuler, still described psychoses
in the child as similar to those of the adult. From
1925 until 1940 some authors began to insist that
psychosis in children was different. Over the last
two decades there has been a considerable increase
in the number of studies in this field. Various
authors have separated symptom clusters to form
different subgroups of childhood psychoses, e.g.
the nuclear schizophrenia of Bender,5'7 the early
infantile autism of Kanner,5 and the symbiotic
psychosis of Mahler.

Corresponding to the various descriptions in the
literature many theories of causation have been
proposed. These are summarized in abbreviated
form in Table II. Recently, multiple causation
theories are being proposed and appear to be gain-
ing in acceptance.

TABLE 11.-CHILDHOOD SCHIZOPHRENIA
THEORIES OF CAUSATION (FROM BELLAK 1958)

ABSTRACT
A relatively large percentage of children
seen at a mental retardation clinic demon-
strated psychotic symptoms. The entire
group with psychotic manifestations, 62 in
all, were reviewed in order to clarify the
diagnosis of childhood psychosis or mental
retardation. The 1961 British criteria for
childhood psychosis were used and are
advocated by the authors. Childhood
psychosis was the primary diagnosis in 38
cases, and psychosis secondary to brain
damage in 24 cases. Onset of the condition
under the age of three years and a poor
prognosis for social recovery were char-
acteristic of the entire group.

Obvious emotional disorder was present
in 21 mothers and 14 fathers. There was
a continuum in terms of number of psy-
chotic symptoms, level of intelligence and
presence of organic signs. It is concluded
that there is an overlap between the entities
of childhood psychosis and mental retarda-
tion.
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For the purpose of this study various definitions
have been used.

Mental retardation9 refers to subaverage general
intellectual functioning that originates during the
developmental period and is associated with im-
pairment in maturation, learning, or social adjust-
ment.
We have chosen to adopt the definition of child-

hood psychosis as enunciated by a 1961 British
working party10 and listed in Table III. We have
avoided the term "childhood schizophrenia", since
it implies a relationship to adult schizophrenia.
The term "psychosis" is a more general one
describing a personality which fails to evaluate
external reality correctly and deals ineffectively
with people or objects.

TABLE 111.-SCHIZOPHRENIC SYNDROME OF CHILDHOOD

1.Gross and sustained impairment of emotional relationships
with people

2. Apparent unawareness of his own personal identity to a
degree inappropriate to his age

3. Pathological preoccupation with particular objects or
certain characteristics of them, without regard to their
accepted functions

4. Sustained resistance to change in the environment and a
striving to maintain or restore sameness

5. Abnormal perceptual experience (in the absence of dis-
cernible organic abnormality)

6. Acute, excessive and seemingly illogical anxiety as a
frequent phenomenon

7. Speech either lost, or never acquired, or showing failure to
develop beyond a level appropriate to an earlier age

8. Distortion in motility patterns
9. A background of serious retardation in which islets of

normal, near normal, or exceptional intellectual function
or skill may appear

METHOD OF S.rUnY

A description of the diagnostic, clinical and re-
search function of the Children's Psychiatric Re-
search Institute, London, Ont., was presented in
a previous communication in this Journal.12
The files of 1216 suspected retarded children seen

at this clinic were reviewed. Of this total group of
patients 62 were described as psychotic, an inci-
dence of 5.1%. The diagnosis was made by nine
physicians working in two teams. Childhood psy-
chos.s was considered the primary diagnosis in 38
cases. Psychosis secondary to brain damage was
considered in 24 cases. Forty-four of these patients
were managed by a psychiatrist and 18 by a
pediatrician. All patients were then evaluated
according to the history of the course of the illness,
family studies, presenting symptoms and psycho-
logical appraisal.

TABLE IV.-AGE AT ONSET OF ILLNESS

Age Number Per cent
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TABLE V.-SYMPTOMATOLOGY (FROM CASE HISTORIES)

No. of
1. Impaired rekttions with people

Withdrawn.
Crying and screaming.
Fearful.
..................... 11111111.

Wishing to be held.

2. Unawareness of identity
Self-aggression.
Touching, smelling, licking, biting.
Absorbed with body.

3. Preoccupation with objects
Attached to objects.
Destructive.
Collects.

4. Resistance to change
Compulsive activities.
Fearful.

5. Abnormal perception
Fantasy world.
Delusions.
Role playing.
Hallucinations.

6. Unusual anxiety
Crying and screaming.
Soiling.

7. Speech inappropriate
Echolalia.
Mute.
Perseveration.
Shouting.
Fragmented.

8. Disturbance of motility
Hyperactive and restless.
Rocking.
Hand mannerisms.
Autoerotism and homosexual.
Whirling.
Rolling.
Posturing.
Dancing.
Toe walking.

9. Islands of intact intellect
Musical talent.
Memory excellent.
Games ability.

patients
25
24
15
12
9
2

15
11
2

20
10
1

36
15

8
5
4
2

11
9

18
13
9
5
3

27
11
8
8
4
4
2
2
1

8
3
1

HISTORY OF ILLNESS

Over half the children developed symptoms
before the age of three years (Table IV).
The symptoms that the parents described are

listed in Table V.
In 20 families the symptoms appeared during a

period of psychological stress: with five children
it was the birth of a sibling; with four, a period of
hospitalization; with two, the illness of the mother;
with two, the illness of the father; and with the
remainder, symptoms began coincident with
menarche, separation of the parents, beginning of
school, change of foster homes, or changing baby
sitters.
During the period of observation at the clinic,

which ranged from a month to three years, only
two children showed social recovery. Six were
moderately improved, 12 slightly improved; the
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rest were unchanged, worse, or not available for
follow-up.
The procedures used in the treatment of pa-

tients with childhood psychosis are summarized in
Table VI.

TABLE VI.-TREATMENT

Somatic therapy
1. Electroshock23
2. Tranquilizers, antihistamines24
3. Lobotomy.

Psychosocial therapy26
1. Parental substitutes including residential care
2. Communication regarding identity
3. Enhance intact ego functions
4. Encourage adherence to reality
5. Counselling, case work, and individual therapy of

parents

Of these procedures, electroshock and prefrontal
lobotomy were not attempted with this group.

FAMILY STUDIES

There were nine university-educated mothers
and six university-educated fathers in this group.
Sixteen of the fathers were in professional and
managerial occupations. Twenty-one mothers had
overt psychopathology: five were described as
schizoid personalities, two were antisocial person-
alities, and 14 showed mixed neurotic reactions,
including anxiety and depressive features. Fourteen
fathers were emotionally disturbed: two were
described as having schizophrenic reactions, four
had neurotic reactions, and eight were antisocial
personalities with alcoholism and criminality as
predominant symptoms.
An attempt was made at the time of interview

to classify the emotional warmth of the parent in
relationship to the child (Table VII).

TABLE VII.

Mother Father
Number Per cent Number Per cent

of childhood psychosis described earlier in this
report (Table VIII).

TABLE VIII.-PRESENCE OF ACCEPTED SYMPTOMATOLOGY
(BY EXAMINATION)

Number of
Criteria children Per cent

1. Impaired relations with people....
2. Unawareness of identity.
3. Preoccupation with objects.
4. Resistance to change.
5. Abnormal perception.
6. Unusual anxiety.
7. Speech not appropriate to age.
8. Distortion of motility patterns....
9. Islands of intact intellect.

52
19
32
28
9

24
36
32
13

84
31
52
45
14
39
58
52
21

1. Relatic.nship to Examiner and Test Situation
Sixteen of the 62 children were noted to be

hyperactive. Six were underactive. Twenty-one
withdrew from bodily contact or would push the
examiner away. Nine children exhibited marked
clinging behaviour towards the parents before
entering the room. Twenty-eight children appeared
withdrawn. Twenty-two, however, exhibited normal
spontaneous behaviour.

2. Verbal Functioning
Thirty-eight children demonstrated poor or in-

adequate verbal comprehension. Twenty-seven
children did not show adequate verbal expressive
ability. Ten were mute, making no attempt at using
language. Five employed pantomime as a substitute
for verbal communication. Twelve demonstrated
echolalia, and 16 had perseverative speech.

3. Nan-verbal Functioning
Eighteen children were testable using the Block

Design and Object Assembly subtests of the WISC.
Their performance was judged according to the
Goldstein-Scheerer'3 criteria for organic brain im-
pairment (e.g. rotations, simultaneous turning
blocks, loss of abstract approach). Twelve children
were judged on the basis of their performance in
these tests to have organic brain impairment; the
neurologist in our team (C. G. Hinton, M.D.)
independently judged that all were organic. In
the case of the remaining six not demonstrating
organic signs, the neurologist's opinion agreed with
the interpretation of the test in four and disagreed
in two.

4. Personal Identity
Twenty-one children were able to produce figure

drawings. The results are interpreted as reflecting
their self-concept and maturity.

(a) The most frequently omitted body parts
were hair, fingers and nose. These omissions
appear to have no relationship to intelligence level.

(b) Goodenough scores were compared to the
number of presenting symptoms and here again
there appeared to be no significant relationship.
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Fig. 1.-Qualitative characteristics of drawings; lack of proportions of certain body parts,

head, legs, ears, etc.

(d) Qualitative characteristics of the drawings
showed:

(i) Lack of proportion of body parts, frequently
due to exaggeration of particular parts, viz, head,
legs, ears, etc., with the overall result of creating
a bizarre figure (Fig. 1).

(ii) A noticeable degree of expression in facial
features such as anger, hostility, sadness.

5. General Intellectual Functioning
The ages of the children when seen at the clinic

are given in Table IX. Only 31 children were test-
able. The distribution of I.Q. is shown in Fig. 2.
The mean I.Q. was 53. The distribution shows a
bimodal characteristic.

TABLE IX.-AGE OF PATIENT WHEN FIRST SEEN

Number of
Age children Per cent

2- 5.
5-10.

10 - 16.
16 - 24.

10
23
22
7

16
37
36
11

DISCUSSION

Previously reported surveys of normal and prob-
lem children'4' .5 have indicated an incidence of
between 1 and 2% of childhood psychosis. A
survey'6 of the Child Guidance Clinic of London,

Ont., revealed that 2.6% of 460 cases were classified
as psychotic. The incidence of 5.1% in our out-
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Fig. 2.-Intellectual classification: number testable, 31.
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patient clinic is thus somewhat higher than usually
reported. It is, however, of the same order as
that reported in Green's'7 study of institutionalized
defectives in which he found 5.8% of 7924 patients
to be psychotic.

This apparent increase in a retarded population
may be understood in terms of Bender's'8 theory
of dysmaturation which proposes that the earlier
the onset of childhood psychosis the more likely
that the child will appear to be mentally defective.
It may also be interpreted from Fuller's'9 theory
that brain damage in a defective child can so alter
perception that psychosis occurs. The former
implies that the psychosis produces the mental re-
tardation, while the latter indicates a grafting on
of the psychosis to an already damaged child; both
or neither may be correct.
The children in the group that were studied did

not demonstrate all nine of the British criteria.
Some had as few as two of these, and others had
as many as seven. Despite this we would still favour
the uniform use of the British criteria to encourage
comparable studies.

Previous surveys20'2' have indicated that be-
tween 17 and 50% of childhood psychotics improve
considerably to the point of social, if not psycho-
logical, recovery. Our lower incidence of improve-
ment may indicate the gloomier prognosis of a
child who is defective as well as psychotic. At the
same time, a shorter observation period and less
intensive treatment procedures may contribute to
our lower figures.
Kanner and Rank have emphasized the increased

number of intellectual, emotionally frigid parents
found in families of psychotic children. No consist-
ent finding of these qualities was found through-
out the whole group, although highly educated,
cold, emotionally disturbed parents were present.
We have not been able to answer in this review
why one child succumbs to the influence of a
psychotoxic family and another develops psychosis
without external influences. Perhaps both exogenous
and endogenous factors produce a final common
pathway.
The bimodal distribution of the intelligence

scores and the presence of organic signs in some
children and not in others suggest that at least
two groups of psychotic children were being
studied, confirming the conclusions of investigators
such as Goldfarb.22

It had been assumed that psychotic children
would have a poor self-concept. This was not con-
firmed by using the Goodenough Draw-a-Person
test and comparing the results with their general
intelligence. This may mean that in the testable
group this symptom was not present, that the test
does not reflect sell-concept, or that this symptom
is not particularly significant in childhood psychosis.

Despite all these findings we are far from
answers to such questions as whether brain damage
precedes all defective psychotic children, whether
there is a specffic type of brain damage which

disposes to psychosis rather than to another type
of behavioural problem, and whether the present
psychological tests for organic brain damage are
valid.

SUMMARY

A group of 62 psychotic children seen at a mental
retardation clinic are described. The relation of psy-
chosis to retardation is discussed, and a brief history
of classification of childhood psychosis is presented.
Attention is drawn to the 1961 British criteria of
childhood psychosis. The high incidence of psychotic
symptoms in retarded children is demonstrated. The
poorer prognosis in these children is noted. Twenty-one
mothers and 14 fathers had overt psychopathology.
Twelve of 18 testable children showed signs of organic
brain impairment.

It is suggested that there is an overlap between
childhood psychosis and mental retardation. Possible
avenues have been opened for exploration in the
future.
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PAGES OUT OF THE PAST: FROM
THE JOURNAL OF FIFTY YEARS AGO

While discussing this feature of the ultimate division of
all diseases under the cause, another great class of diseases
comes into view. I refer to the insanities, a group that
should not be separated either in text-books or in teaching
from the nervous diseases. Why should alcoholism be
placed under mental disorders for psychical symptoms and
under nervous disorders for neuritis; and consider also
similar absurd cases, namely, where toxic conditions affect
the brain and spinal cord; cerebral diplegia with mental
or nervous symptoms; epilepsy and epileptic insanity, and
so on; perhaps I might even suggest general paralysis and
tabes. There can be no separation between psychical and
nervous disorders except on the basis of disturbances of
specialized functions.-Goldwin W. Howland: Canad. Med.
Ass. 1., 3: 847, 1913.


